IF CRIME STRIKES

YOU, OR SOMEONE
YOU CARE ABOUT ...

The Crime Victim

Compensation Program
may help with crime related expenses

Justice is not served until victims are served.

lowa Attorney General Tom Miller
lowa Department of Justice
Crime Victim Assistance Division
Crime Victim Compensation Program

2010



APPLICATION FOR CRIME VICTIM COMPENSATION

(Please PRINT CLEARLY and fill out both sides)

1. Crime victim and applicant’s information:

CRIME VICTIM’S NAME: TYPE OF CRIME:
ADDRESS:

MAIL WILL BE SENT TO THE ADDRESS YOU PUT ON THIS LINE. IF YOU DO NOT WANT MAIL SENT TO YOUR HOME ADDRESS PLEASE PROVIDE AN ALTERNATIVE ADDRESS.
CITY/STATE: ZIp: PHONE: ( )
CRIME VICTIM’S DATE OF BIRTH: CRIME VICTIM’S SOCIAL SECURITY #:
NAME OF APPLICANT IF NOT VICTIM: RELATIONSHIP TO VICTIM:

PARENT, GUARDIAN, OR VICTIM’S SURVIVOR

NAMED APPLICANT’S SOCIAL SECURITY #: APPLICANT’S PRIMARY LANGUAGE:

DO YOU NEED APPLICATION(S) FOR OTHER FAMILY MEMBERS OR HOUSEHOLD MEMBERS? 0 YES O NO IF YES, HOW MANY?

2. CRIMINAL REPORT AND INVESTIGATION INFORMATION:

CITY OR LOCATION OF CRIME: VICTIM’S INJURIES:

CRIME DATE: CRIME DISCOVERY DATE: CRIME REPORT DATE:
INVESTIGATING LAW ENFORCEMENT AGENCY: L.E. CASE #:
INVESTIGATING OFFICER’S NAME: OFFENDER NAME(S):

3. PLEASE MARK THE CRIME RELATED EXPENSES FOR WHICH THE CRIME VICTIM OR THE APPLICANT SEEKS COMPENSATION:

O LOST WAGES DUE TO CRIME RELATED INJURIES O FUNERAL AND BURIAL EXPENSES

O LOST WAGES TO ATTEND JUSTICE PROCEEDINGS O CRIME SCENE CLEAN UP OF A RESIDENCE

0O VICTIM’S MEDICAL OR DENTAL EXPENSES O REPLACEMENT OF HOME SECURITY ITEMS

O TRANSPORTATION/MILEAGE EXPENSES O REPLACEMENT OF CLOTHES OR BEDDING HELD AS EVIDENCE
O VICTIM’S COUNSELING EXPENSES O CHILD OR DEPENDENT ADULT CARE EXPENSES

0 OTHER COUNSELING EXPENSES: VICTIM’S IMMEDIATE FAMILY OR HOUSEHOLD MEMBER(S)

CRIME RELATED EXPENSES OF A HOMICIDE VICTIM’S SURVIVOR(S):
O LoST WAGES 0 COUNSELING [ MEDICAL CARE 0 TRANSPORTATION/MILEAGE

DOES THE CRIME VICTIM HAVE MINOR CHILDREN OR OTHER FINANCIAL DEPENDENTS? O YES O NO IF YES, HOW MANY?

4. IF THE VICTIM LOST WAGES AS A RESULT OF THE CRIME, COMPLETE THE FOLLOWING:

EMPLOYER: CONTACT PERSON:

PHONE: ADDRESS: CiTY, STATE, ZIP:

5. LIST YOUR INSURANCE COMPANY NAME, ADDRESS, AND POLICY NUMBER FOR EACH OF THESE INSURANCE TYPES:
O | HAVE NO INSURANCE.

O HEALTH:

O MEDICAID OR MEDICARE:

O WORKER COMPENSATION:

O AUTOMOBILE, HOME, OR BOAT:

6. THE FOLLOWING INFORMATION ABOUT YOUR CURRENT STATUS IS NECESSARY TO COMPLY WITH FEDERAL REGULATIONS.
1. GENDER: O MALE O FEMALE 2. AGE: 0 17 ORUNDER O 18-63 0O 64 & OVER 3. DisaBLED: OO0 YES O No

4. ETHNICITY: O WHITE O NATIVE AMERICAN O AFRICAN AMERICAN 0 ASIAN OR PACIFIC ISLANDER 0 HISPANIC 0O OTHER

5. REFERRED TO PROGRAM BY: O POLICE/SHERIFF O COUNTY ATTORNEY 0 MEDIA O HOSPITAL O VICTIM SERVICES O OTHER
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A request from the public or the media for information contained in a
Crime Victim Compensation application is very rare.

However, information on this application is public record, with the exception of

your social security number. We will contact you if anyone requests information
from your file.

Please update your phone number and address if there is a change.

Thank You.




RELEASE OF INFORMATION AND REPAYMENT AGREEMENTS
SECTION 1 MUST BE SIGNED TO COMPLETE YOUR APPLICATION FOR CRIME VICTIM COMPENSATION (CVC)
SECTIONS 2 AND 3 MUST BE COMPLETED AND SIGNED T0O RECEIVE MEDICAL AND COUNSELING BENEFITS
(Use more paper for provider lists if necessary)

SECTION 1: REPAYMENT AND SUBROGATION AGREEMENT
| understand that lowa law requires me to repay the Crime Victim Compensation Program (CVC) if | receive any payment from the offender, a civil
lawsuit, an insurance program, or another government or private agency after | receive payment from CVC for the same expenses. | also agree to
notify the CVC if | have an attorney represent me in any action related to this crime. | certify the information in this application is true and correct
to the best of my knowledge. | understand that with my signature | agree to all statements in this agreement.

X SIGNATURE DATE
Applicant signature (Parent or guardian must sign if victim is a minor or dependent adult; applicant must signed if victim is deceased.)
SECTION 2: HEALTH CARE INFORMATION RELEASE

If known, list all providers such as doctor, clinic, hospital, dentist, ambulance, etc.
Provider Address, City, State, Zip Telephone

| give permission to any hospital, clinic, doctor, insurance company, employer, person, or agency, including the University of lowa Hospitals and

Clinics, to give requested information, including medical records and test results which may include drug and alcohol and HIV & AIDS screening

and related information to the CVVC Program of the lowa Department of Justice. This release does not authorize records protected under 42 CFR,

lowa Code Chapter 228 or lowa Code section 141A.9. This authorization is valid for information already in existence and information generated

while the authorization is in effect. | understand that:

e The CVC Program will request only information needed to determine benefits for which | am eligible.

e |owa and federal law requires the CVC Program to keep confidential all confidential information received;

e This information release is valid for one year from the date of my signature and | can cancel the release by writing to the CVC Program at any
time, except that if any information has already been received and used, it is not subject to cancellation.

e A photocopy of this signed form is as valid as the original; and

e My signature gives permission for the release of all information specified in this permission form.

X SIGNATURE DATE
Applicant signature (Parent or guardian must sign if victim is a minor or dependent adult; applicant must signed if victim is deceased.)

SECTION 3: MENTAL HEALTH SPECIAL MEDICAL INFORMATION RELEASE
The CVC will keep confidential all mental health counseling , drug or alcohol treatment, HIV and AIDS screening and related
information, including counseling notes.

Disclosure Notice: Federal and State laws specifically require that any disclosure or re-disclosure of mental health, drug/alcohol, HIV screening and AIDS related
information must be accompanied by the following written statement: This information has been disclosed to you from records protected by Federal Confidentiality
Rules (42 CFR Part 2). The federal rules prohibit you from making any further disclosure of this information unless disclosure is expressly permitted by the written
consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose. Federal rules restrict any use of the information to criminally investigate or prosecute any drug or alcohol abuse patient. (See also lowa
Code Chapter 228 and section 141A.9 and applicable laws.)

If known, list all providers such as counselor, agency, hospital clinic, mental health provider, etc.
Provider Address, City, State, Zip Telephone

e | specifically authorize any hospital, clinic, doctor, insurance company, agency or mental health provider, including the University of lowa
Hospitals and Clinics, to release information to the C\VVC Program of the lowa Department of Justice. | specifically authorize disclosure and
re-disclosure of this information as provided in section 3 of this form. This authorization is valid for information already in existence and any
information generated while authorization is in effect. | understand that:

e The CVC Program will request only information needed to determine about CVC benefits for which | am eligible.

e This information release is valid for one year from the date of my signature and that | can cancel this release by writing to the CVC program at
any time, except that if information has already been received and used it is not subject to cancellation.

e | have aright to inspect the disclosed mental health information at any time by contacting the mental health provider who has the records.
e A photocopy of this signed form is as valid as the original; and
e My signature gives permission for the release of all information specified in this permission form.

X SIGNATURE DATE
Applicant signature (Parent or guardian must sign if victim is a minor or dependent adult; applicant must signed if victim is deceased.)




A Message to Crime Victims From
lowa Attorney General Tom Miller

If you or someone you care about has suffered personal physical or
emotional injury from a violent crime, contact the Crime Victim Compensation
Program. The program may help you with certain out-of-pocket expenses resulting
from the crime. The program can also help you find other resources to meet your
crime related needs.

The Crime Victim Compensation Program is funded entirely with fines and
penalties paid by state and federal convicted criminals. Please read this brochure
to see if the program can help you, your family, or a loved one.

The Crime Victim Compensation Program cannot erase the painful memories
of a crime, but | hope it may ease the financial burden caused by the crime.

Crime Victim Assistance Division
Crime Victim Compensation Program
Lucas State Office Building, Ground Floor
321 East 12th Street
Des Moines, lowa 50319

Phone: 515-281-5044 Relay lowa:
Toll-Free: 1-800-373-5044 1-800-735-2942 TT
FAX 515-281-8199 1-800-735-2943 VOICE

http://www.iowa.gov/government/ag/helping_victims/services/

After You Apply for Crime Victim Compensation ...
The Compensation Specialist may ask you for more information. Keep this page
and information handy:

Application Number:

Compensation Specialist:

Notes:
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CRIME VICTIM COMPENSATION QUICK FAQS

You do not need a lawyer to apply for the Crime Victim
Compensation Program.
The program pays certain out-of-pocket expenses

related to an eligible victim’s injury from a crime in lowa.

Funds for the program come entirely from fines and
penalties paid by convicted criminals, not tax dollars.
The program is the payer-of-last-resort after insurance,
other government programs, and other sources.
Eligibility determination may take eight weeks.

For eligible crime victims, the program will pay benefits
after all required verification is received.

The program does not cover property crime, property

loss, legal fees, phone bills, meals, or pain and suffering.

Restitution from the offender is collected by the pro-
gram only after any restitution owed to the victim is
paid.

Restitution is not collected from an offender if the
collection might cause danger or hardship to the victim.

WHO CAN RECEIVE
CRIME VICTIM COMPENSATION?

A victim who has been physically or emotionally injured
by a violent crime committed in lowa.

The survivor(s) of a homicide victim.

A victim injured in the following car or boat crimes:
1. Driving intoxicated (OWI),
2. Hit and run driving,
3. Reckless driving,
4. Vehicular homicide, or
5. Use of a vehicle as a weapon.

Secondary victims, which include a victim’s spouse, child,

parent, sibling, and a person who lived in the victim’s
household at the time of the crime.

lowans injured by violent crime in a state or a nation
that does not have a crime victim compensation
program.

A person, regardless of income or resources, injured by a

compensable crime in lowa, who has certain out-of-
pocket expenses related to the crime.

TO APPLY FOR
CRIME VICTIM COMPENSATION...

Complete the Application attached to this brochure;
Sign the Repayment and Subrogation Agreement;

Sign the Medical & Mental Health Information Releases;

Send the forms to the Program.

CRIME VICTIM COMPENSATION BENEFITS

Benefits may be compensated to crime victims up to
the following maximum amounts:

LOST WAGES:
Lost wages due to a victim’s crime related injury *

$6,000
Lost wages of a homicide victim’s survivor * $6,000
Lost wages for medical or counseling appointments $1,000
Lost wages to attend justice sysytem proceedings  $1,000

COUNSELING:
Counseling for a victim or homicide victim survivor
Counseling for a secondary crime victim

MEDICAL:
Medical care for a crime victim
Medical care for a homicide victim’s survivor

$5,000
$2,000

$25,000
$3,000

OTHER:

Funeral and Burial of a homicide victim
Victim’s residential crime scene clean up
Crime related child or dependent adult care
Crime related travel

Replace clothes or bedding held as evidence
Replace home security items

$7,500
$1,000
$1,000
$1,000
$200
$500

* Compensation paid for more than two weeks of a
crime victim’s lost wages requires a disability statement.

The disability statement must be completed and signed
by a physician or licensed mental health
practitioner who provided continued care for the victim.

WHAT ARE THE PROGRAM
ELIGIBILITY REQUIREMENTS?

A report to law enforcement must be made within
72-hours of the crime or the discovery of the crime.
This requirement may be waived for good cause.

An application must be filed within two years of the
crime date or the date the crime was discovered.
This requirement may be waived for good cause.

The victim must cooperate with the reasonable
requests of law enforcement officers and
prosecutors in the investigation and prosecution of
the crime.

A victim must not have been committing or
attempting to commit a crime that caused their
injuries.

A victim must not have consented to, provoked, or
incited the crime that caused their injuries.



